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: This Plan of Carrection (POC)
F 000 ; INITIAL COMMENTS 5 FO00f constitutes my written allegation of
: : ; compliance for the deficiencies cited.
During the annual Recertification survey However, submission of this POC is not
conducted on June 8-8, 2011, at Community an admission that a deficiency exists or
Care of Rutherford County, no deficiencies were that one was cited correctly. This POC
cited in relation to complaints # 27749 and is submitted to meet requirements
#27528 under 42 CFR PART 482.13, established by state and federal law.
Requiremenis for Long Term Care. - .
F 281 | 483.20(k)(3)(i) SERVICES PROVIDED MEET F 281| The Facility will provide or amange sevices thet
s5=D | PROFESSIONAL STANDARDS meet professional standards of quality related
& . laboratory services.
o . o Resident#4
The services provided or arranged by the facility 6/6/11-Medical Doctor (MD) notified of status of
must meet professional standards of quality. May T4 TSH thyraid studies lab.
i 6/6/11 Lab pedonred - no change in levels
i ' ' 6/7/11 MD/RP notified of results of May lab with
P : . order for-synthroid to be decreased to 250micq.
gh.ls REQU_IBEMENT is not _met. as evidenced Repest T4 TSH In 2 weeks.
y. 4 o 616/11 Nurse Managers (NM) conducted 100%
Based on medical record review, laboratory log audt of lab orders to ensire compllance for afl lab
review, policy review, and interview, the facﬂﬂy orders, In the event a NM i.S_Ol.Jt of facility for an
failed to obtain a laboratory specimen as ordered e""“de“gnpe”"f‘ ot et Minimum Data Set
by the physician for one resident (#4) of : nurse (JI05) wil be the protwy.,
y (e physiciz  Fesiae 6/7/11MD notified and all lab studies are updated
twenty-six residents reviewed. : and logged appropriately.
. : ; 6/7/11-Diagnostic Testing Services Policy
TR TS PR : reviewed and revised by nursing management/MD
The ﬁndmgs mcmde-d' - with revision to require a second Licensed Nurse’
Lo ¢ s he e to review all MD orders and sign to validate imely
Resident #4 was admitted to the facility on March and accurate transcription.
23, 2011, with diagnoses including Persistent E!?g{‘l 13" L;?&anm_i Nt;f;;ﬁ ;LN)S‘P"* iﬂ-?ewiwd
iae ' : y Director ursing on Diegnostic
Vog-nEtmg, Late Effect Cardiovascular Accident, Testing [Senvices Policy refaied to o i
and Esophageal Reflux. = logging monthly laboratory sérvices,
i - wy 6/13/11Nurse Mangagers will audit 100% of
Medical record review of the physician phone telephone orders on a daily basis.
order dated April 22, 2011, revealed “...3, T4 TSH e Aleing
(thyroid studies) in 2 weeks..." will ba forwarded to the QAA Committas (Quality

Assessment Assur_ani:'n Comimittea) for review and
recommendations. Facility Administrator will

Medical record review revealed no laboratory f
ensure all findings and recommendations are

data for thyﬁrprd studies in May 2011. avaluated during the facility's QAA mesting which
. : i will be conducted at least quarterly with attendees
Review of the May 2011, Laboratory Log revealed to include but net limited to the Medical Director,

no documentation of resident's #4 thyroid studies.
) DATE

L : i
LABORATORY DIRECTOR'S ?VIDERJS PLIER.REPRESENT, HSIGNATURE }LE f% [0
ﬁ/‘&é/z C% 4 fory vy SV PRI /.aé?/w/"{/

Any deficiency statement enfling with an asterisk (*) denotes a deﬁﬁ?{él which the institution may be|excused from comecting providing i is determyined yfat
other safeguards provide sufficient protection to the patients. (See intructions.) Except for nursing homes, the findings stated above are disclasable days
following the date of sufvey whether or not a plan of correction is provided. For nursing homes, the abova findings and plans of correction are disclosable 14
days following the date these documents ara made availahle to the facilty. If deficiencies are clted, an approved plan of correction is requisite to continued

program participation.

FORM CMS-2567(02-89) Previous Versions Obsolate Event ID: HNBV11 Faciiity 1D; TN7504 If continuation sheet Page 1 of 7

e0'd 00:6  LLOZ € unf HBELB6RSG 9 He] JU¥I ALINNWWOI



DEPARTMENT OF HEALTH AND. HUMAN SERVICES

PRINTED: 06/10/2011
FORM APPROVED
OMB NO. 0938-0381

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFIGIENGIES {(%1) PROVIDER/SUPPLIER/CLIA {(42) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED

A BUILDING
445406 SN 06/08/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

COMMUNITY CARE OF RUTHERFORD

901

COUNTY FARM RD

MURFREESBOROQ, TN 37127

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

iD
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE COMPLETION

CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

F 281

F 323
88=D

| facility documentation, observation, and interview,

Byt .
; if . i,
Continued from page 1

Review of the facility policy for Diagnostic Testing
Services revealed "...Process...3. Upon receipt of
Lab order, the receiving nurse is responsibie for
placing the order into the lab log for the month
ordered and completing the requ:smon g

lnterwew on June 6, 2011, at 3 25 p-m., in the
conference room, with Ucensed Practlcal Nurse
(LPN) #2, confirmed LPN #2 received the April
22, 2011, phone order. Further mtemew
confirmed the order was not on the May 2011
Laboratory Log and the thyroud specimen was not
obtained byfthe fadiity.  :

483.25(h) FREE OF ACCIDENT
HAZARDS/SUPERVISION/DEVICES

The facility, ust ensure thaf the resident
environment remains as free of accident hazards

as is possible; and each resident receives
adequate supervision and assistance devices to
prevent aoc;dents

B I

X3

This REQUIREMENT is not met as evidenced

by:
Based on medlcaI record review, review of the

the facility failed to ensure a wheel chair was
properly secured during van transportation for
one resident (#8) of twenty-six residents
reviewed, and failed to secure one of one
treatment cart

The ﬁnding_g i_nctuded:

4

F 281

F 323

DON, NHA, Social Worker. Actmw Director,
Cartifiad Dletary Manager, Maintenance and
Housekeeping Director,

The facility will ensure the resident environment
remains as free of accident hazards as is possible
and each resident recaives adequate supervision
and assistance devices to prevent accidents
Resident # 8

No decting in function refated fo 6/2/11 incldent.
Currently in hospital due to & non-related medical
diagnosis, elevated temp.

6/3/11|Wheelchair use in bus was assessed by
administration and Qocupstional Therapy to
determine best placement for long-based
wheelchairs, regular wheelchalrs & electric
wheelchairs.

6/7/11 Policy for sacurlng wheelchgirs was
developed to address type of whaelchair,
location/placement within the bus to ensure secure
placement during transportation.

6/7-17/11 All employees responsibie for transport
of residents in the bus were in-serviced by staff
member responsible for bus transportation with
raturn demonstration offered. Policy Is posted on
the bus: in the mainténanca book and by the
seatballs in the back of the bus,

6/7/11 Housekesping Director and Bus Driver are
responsible to monitar placement of policy to
ensure it is visible at all times for {iransportation.
6/12M11 Housakeeplng Director will eonduct
random ohservation of the bus at least waekly to
ensure|residents/wheeichairs are appropriately
piaced in bus and secured.
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Resident #8 was admitted to the facility on
February 2, 2011, with diagnoses including Acute
Transverse Myelitis to Lower Extremities,
Hyperte:_nsiqn, Obesity, and Cellulites of Leg.

Medical record review of the Minimum Data Set
dated March 4, 2011, revealed the resident had
impairment on both sides uf the lower extremities.

Review of the facility's fall investigation
information dated June 2, 2011, revealed the
resident tipped over in the wheelchair while being
transported in the facility's van. Continued review
revealed the facility failed to lock all wheels on the
wheelchalr pnor to transporung

Interview with the interim Drrector of Nursing on
June 7, 2011, at 10:00 a.m., at the H-wing
nurses' station, confirmed the facility failed to lock
all wheels on the wheelchair prior to fransporting
causing the resident to tip over in the van.
Continued interview with the interim Director of
Nursing revealed the facility sent the resident to
the local emergency room, no conclusive fracture
noted.. Further interview and medrcal record
review reve@led the res:dent had no further
incidents. : :

Resudent #25 was admitted to the facility on May
12, 2011, with & diagnosis of Dementia. Medical
record review of the. remdent's current care plan
up-dated on June 1, 2011, revealed the resident
wandered on the un:t and into other resident
ruoms and was resistant to re-d:rectmn

Observahon on June 7, 2011 from 4:33 p.m. to
4:35 p.m., in the F- haliway ‘reve_aled the wound
treatment c;;trt unlocked and no staff present in

Resident was within five (5) féet of unlocked
treatment cart before the licensed nurse returned
fo securedflocked the treatment cart.

6/6/111 MSDS sheet was secured for sach
medication in the cart for staff education and
reference. _

6{16-6/20/11- DON in-gerviced all Lcensed
Nurses regarding currant policy requiring the
treatrment cart to be locked at all imes when the
nurse is not in attendance.

6/13/11 ~ Sign placed on cart to remind nurses to
“LOCK/BEFORE LEAVING".

B6/13/11 LN will check treatment ¢art during
change of shift to ensure it is secured/locked.
6/13/11 NM will conduct random audits of
treatment carts between hours of TA-11 PM to
ensure they are locked in accordance with policy,
NM will ensure treatment cart observation

audits are conducted for on-going compliance,
All findings will be forwarded to the QAA
Committee (Quality Assessment Assurance
Committee) for raview and recommendations.
Facility Administrator will ensure all findings and
recommendations are evaluated duding the
facility'’s QAA meeting which will be conductad af
least quarterly with attendees to include but not
iimited fo the Medical Diractor, DON, NHA, Social
Warker, Activity Director, Cenified Dietary
Manager, Maintenance and Housekaaping
Director.
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Continued: Erom page 3 .

the. hallway, Continued observation revealed
resident #25 was within five feet of the unlocked,
unsupervised, wound treatment cart. The

resident was not observed to attempt to open the |

drawers. Continued observation revealed at 4:35
p.m., the wound treatment nurse amved at the
treatment qart. L '

Review of the inventory list of the contents of the
treatment cart provided by the facility that had
warning lapels of "keep out of the reach of
children" included; Prep Slte (used to help

dressings adhere to skin); alcohol based hand
sanitizer; zinc oxide (cream used for irritated

| skin); Bactroban (antiblotic ointment); Premarin

cream (horrnonal cream); Nystatin powder

(antifungal); Nystatin and Triamcinolone (to treat
irritated skin); Baza cream (used to treat irritated
skin); Equate Athlete's foot; Muscle Rub (for sore

| muscles); Freezit (for sore muscles} Granulex

spray (warning to not spray into eyes or inhale
spray); Happy Hiney Qintment; Isopropyl Alcohol;
Hydrogen Peroxide; Benzalkonium Chloride
Swabsticks (cleanse wounds), povndone iodine
Swabsticks (cleanse wounds] and Bacitracin
oinfment (a%ﬂblol:c) i

lnterwew 0!'1 June 7, 2011, at 4 35 p.m., with the
wound treatment nurse conf rmed the wound
treatment cart was unlocked, unsupervised, and
the conten of the drawers could have been
easily accepsed.
483.60(a).(b) PHARMACEUTICAL SVC -
ACCURATE PROCEDURES RPH

i
The famhty must prowde rnutlne and emergency
drugs and biologicals to its residents, or obtain
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F 425 | Continued From page 4 F 425| Resident#5 ' p + B
& Rifo |
them under an agreement described in MEE"S;}E";‘?;?IQ?,?:;? R e S |
§483.75(h),of this part. The facility may permit Resident was receiving Glucema 1.5 calorie tube |
unlicensed personnel to administer drugs if State feeding formula at 75cc/hr, There was no weight .
la i ne loss.
suwgri?s?u[?ﬁ" c?fl"at ?ng‘:ggir:;ige ral 6/7-8/11- Pharmacy notified by Certified Dietary ‘
Eet odg e Manager (COM) and Nursing Horhe Administrator
A . i L X (NHA)} of transcription ervor rolated to feeding ‘
A facility must provide pharmaceutical services formula. Monthly Physician Recapulation order !
(including procedures that assure the accurate and MA; »tuas ofgneg:ted 1 reﬂe;‘l comect order to :
acquiring, receiving, dispensing, and mg;ﬁh the tube foeding formula being delivered via
administering of all drugs and biologicals) to meet Resident #7
the neads-of each resudent MD ordered/intended to have Glucemna 1.5
s calorias at BSGdhp_uf: ) o
The facility- must employ or obtarn the services of Eﬁ%%“;ﬁzlﬁgéﬁifm 1.5 calorie tube
a licensed pharmacist who provides consultation 6/7-6/11 — Phammacy notified by GOM and NHA of
on all aspects of the provision of pharmacy tranzcription ervor related to feeding formula.
services in the facmty Monthly Physician Recapulation erder and MAR
was corrected to refléct comact arder to match the
tube feeding formula being deliverad via tube.
a3 6/10/11 - Nurse Manager conducied 100% audit of
B residents receiving nutrition via tilbe feeding to
ansure 100% compliance for MD
This REQUIREMENT is not met as evidenced orders/transcription aocuracy/prifted Recapulation
b Physician Order and MAR accuracy.,
y- 6/10/11-Policy developed requiring two {2) nursing
Based on medical record review, observation, signatures/review to ensure accuracy in
and interview the facility failed to ensure the transcription of physician orders ?Ind morghly
phamacy accurately documented the physician change over” orders to ensure all MD arders are
} . § transcribed comactly from the original order to the
orders on the monthly rgcap;@ulahon_orfiars for Recapylation Physician Order and MAR
two (#5, #7) of twenty-six residents reviewed. 6/20/11 DON conducted all Licensed
o : - Nurse In-gervice relafed to riew Pelicy for
. - g Chacking Physician Orders to include monthly
| The ﬁnd:n_gg Imcluded. chungh over orders,
. - . - By the 15th each month the Medical Racords
Resident #5 was admitted to the facility on nurses will audit 20% of the active medicat
November 18, 2008, and readmitted on March records for transcription accuracy.
11, 2011, with diagnoses including Diabetes g?o”ngg;‘gﬁgo'gjmgn”g” auidits are contiucted
Mellitus, and Percutaneous Endoscope All findings will be forwarded to the QAA
Gastrostomy Commitiee (Quality Assessment Assurance
Committsa) for review and recommendations. .
Facility!Administrator will ensura all findings and
Medical recnrd review of the March 11, 20:15 1, swsarohes b one are A alod Eulng s ‘
readmission order revealed "...Glucema 1 facilty's QAA meeting which will be conducted at
Event ID: KNBV11 Fecility 10 TNT504 If continuation sheet Page 50f 7
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Continued From page 5

(calorie) (tube feeding formula for diabetics) at 75
milliliters (mi) per hour for 16 hours..." Medical
record review of the April 2011, 'Recapitulation
Order revealed "...Glytrol Enteral...for Glucema
1.5 cal (calpne)fml give 75 cc!hr (cubic
centimeters per hour) for 16 hour..." Medical
record review of the May and Jun.e 2011,
Recapitulation Orders revealed Y Glytml .give
75 cothr foé 16 hr.." ,

Observat:on on June 7, 2011, at 7:40 a.m. and
1:24 p.m., in the resment‘s room, revealed a
bottle of G!,ucerna 15 calorie with the label
identifying the pump rate of 75 cc/hr, Further
obsewahon revealed the pump rate was set at
75 ec/hr. iy _

Interview with the interim Drrector of Nursing, in
the conference room, on June 7, 2011, at 2:05
Glucerna 1.5 since the March 11, 2011,
readmlssmn and the pharmacy had failed to
correctly identify the tube feeding formuia,
Glucerna 1.5, on the April, May and June 2011,
Recaplm!afmn Orders g

Resident _#7 was admitted to the facility on
September, 8, 2010, and readmitted to the facility
on May 4, 2011, with diagnoses including
Diabetes Mellitus, and Percutaneous Endoscope
Gastrosto 1y. '

Medical recnrd review of the physrman phone
order dated May 5, 2011, revealed "...D/C
(discontinue) Glucerna (tube feeding formula for
diabetics) 1.5 (calories) @ (at) 65 muhr (milliliters
per hour)...Start Glucerna 1.2 (calories) @ 85

F 425 ieast quarterly with attendees to include but not
limted to the Medical Director, DON, NHA, Social
Worker, Activity Director, Certified Dietary
Manager, Maintenance and Housekeeping
Diractor.

FORM CMS-2567(02-99) Previous Versions Obsolets - . . Event ID;HNBV11

80°d ch:6  LL0g gz unp

Facility ID: TN7504 ; If continuation sheet Page 6 of 7

6B6.86BG19 5. JUYT ALINNWWOD



PRINTED: 08/10/2011
DEPARTMENT OF HEALTH AND HUMAN SERVICES _ _ _ FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVIGES OMB NO. 0938'03_3_1_‘

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION x3) 83;;? SURVEY

AND PLAN OF CORRECTION {DENTIFICATION NUMBER: A BUILDING

445406 BIMING 06/08/2011

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
. 901 COUNTY FARM RD
COMMUNITY CARE OF RUTHERFORD MURFREESBORO, TN 37427

' PROVIDER'S PLAN OF CORRECTION (5)
I SUMMARY STATEMENT OF DEFICIENCIES D
%?FB; (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG |  REGULATORY _on_,Lsc IDENTIEYING INFORMATION) TAG CRosaREFEREEEEI%IE?‘ CT%E APPROPRIATE

! Co Ig' : e kR B 5 . g ‘).

T

F 425 Contmued lirom page 6 _ F 425
ml!hr X (for).22 hr " it

Medicai record rev;ew of the June 2011
Recapitulation Order, signed by the phys:qan on
June 2, 2011, revealed "...Glucerna 1.2 @65

I ce/hr (t:,ubu:i centlmeters per hour} X 22 hr...

Observauop on June B, 2011 at 10:31 am. and
1:43 p.m., and June 7, 2011, at 7:47 a.m. and
9:58.a.m., in the resident's room revealed a
hottle of G!ucerna 1.2 with the tabel identifying
the pump mte at 85 cc/hr. Fi urther observation
revealed pump was set, at 85 cclhr.

Intemew mth LicenSed Practlcal Nurse #1, on
June 7, 2071, at 9:58 a.m., in the resident's room,
confirmed the tube feedmg admmrstered was
Glucerna 1,2 ata rate of 85 ¢e/hr. Further

| interview confi rmed the May 5, 2011 phone order
was G.'uca a 1 2 af 85 ccfhr

Interview w:th the |ntenm Dlrector of Nursing, on
June 7, 2011 at2:05 p.m., in the conference
room, conf rmed the pharmacy failed to correctly
identify the tube feeding rate of 85 cc/hr per the
May 5, 2011 phone order, un the June 2011,
Recapltuiailon Order L

g
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